T he study by Diebo and colleagues provides additional evidence that both "short" (less than four segments) and long thoracolumbar fusions performed after total hip replacement is associated with an increased risk of dislocation and revision THA. Their findings are consistent with previous research, which found an increase in the risk of dislocation and revision among patients who underwent spinal fusion [1] . The presence of ankylosing spondylitis or other conditions that affect the sagittal balance or flexibility of the spine also have been associated with increased dislocation and revision risk [2, 11] . The use of biplanar radiography (EOS ® Imaging SA, Paris, France) in the sitting and standing position has identified the potential changes in both acetabular abduction and anteversion that can occur with alterations in lumbar spine mechanics [7] . The results of such studies indicate that either increased or decreased flexibility of the lumbosacral junction can result in substantial changes in the apparent horizontal or anteversion position of the acetabular component, and thus increased the potential for impingement and dislocation.
For hip replacement surgeons, it is important to recognize that lumbar spine flexibility may have major effects on functional acetabular position, which in concert with femoral component design and position, may influence impingement and dislocation risk. For some of our patients, the Lewinnek "safe zone" may not be safe [9] .
Where Do We Need To Go?
Orthopaedic surgeons need a simple, validated method for preoperative evaluation of lumbar spine effects on acetabular version and inclination. The EOS ® system of biplanar, threedimensional (3-D) radiography is a research tool that may contribute to our understanding of the relationship between spine mechanics and functional acetabular position. However, this equipment is not widely available outside of academic medical centers [8] . Stefl and colleagues [10] have suggested that sacral inclination may be useful in predicting changes in acetabular position with sitting or standing; however, further validation and quantification of this method is necessary. Additionally, we need to have a method for considering the combined anteversion effects on impingement risk, and be able to factor the effects of femoral head size and femoral neck design on dislocation risk [4] . Lastly, we need to improve our ability to accurately place the implants in the proper position during surgery. Whether this will utilize computer navigation, robotic assistance, or some other method remains to be determined [5] .
How Do We Get There?
Unfortunately, no absolute guidelines exist for the hip replacement surgeon with regard to altering either combined anteversion or acetabular position in the situation of altered lumbar-spine flexibility [3] . Prospective studies are necessary to develop an algorithm and guidelines for the hip surgeon. These studies will need to use either 3-D radiography or CAT scans to accurately evaluate implant position, characterize spinal deformity and alignment, and then correlate these data with THA dislocations. In addition, methods for accurate intraoperative measurement of implant position will be necessary to provide surgeons with the tools necessary to minimize dislocation risk. Lastly, the effects of implant selection on the risk of dislocation will also need be assessed through prospective studies. Whether large-diameter heads, or even "dual-mobility" acetabular components can reduce dislocation risk needs to be proven through prospective studies. The relatively low risk of dislocation following THA suggests that a multicenter study comparing preoperative or intraoperative measures to reduce the incidence of dislocation may be the most prudent method of achieving sufficient power to guide the surgeon on the proper treatment for patients with increased or decreased lumbar spine mobility.
